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This visit was for a recertification and state
licensure survey.

Dates of Survey: February 14, 15, 18 and 19,
2013

Provider Number: 15G523
Aims Number: 100245070
Facility Number: 001037

Surveyor: Mark Ficklin, Medical Surveyor Il

Four Rivers Resource Services was found to be
in compliance with 42 CFR, Part 483, Subpart |
and 460 IAC 9 in regard to the recertification and
state licensure survey.

Quality review completed February 21, 2013 by
Dotty Walton, Medical Surveyor lIl.
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days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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